CASE:
A 56-year-old male with a background of sickle cell trait and hypertension presented with syncope, lethargy and nausea. He also reported an 18-month history of headaches and recurrent episodes of sinusitis. On examination he had acromegalic features as well as proximal myopathy with normal visual fields, this prompted pituitary function tests to be performed which showed panhypopituitarism (Figure 1) . Routine blood tests also revealed AKI (figure 2), which was further investigated with a vasculitic screen and a renal USS. His renal USS proved unremarkable however his vasculitis screen showed elevated anti-MPO and Anti-PR3 antibodies and a raised ESR (figure 2). His urinary protein: creatinine ratio was normal with no casts or red blood cells seen.
In light of his panhypopituitarism, a pituitary MRI was performed which demonstrated a 16x10mm pituitary mass with suprasellar extension but no optic nerve compression (figure 3). It was hypothesised that the pituitary mass may be related to the abnormal autoimmune profile, with a possible underlying vasculitic or granulomatous process as the cause. A decision was made to perform an 18F-FDG whole body PET-CT which revealed FDG avid biapical lung nodules and right cervical lymphadenopathy 
